Substance use disorders (SUDs) are one of the most stigmatized mental health issues. There is a disproportionate burden of SUDs and related harms on Indigenous peoples in Canada. This study examined public stigma toward SUDs and if the degree of stigma would change as a result of Indigenous identity and treatment seeking intention. Participants (N = 711) were randomly assigned to read one of four vignettes depicting a person living with a SUD and then completed an online survey. Vignettes differed on the character's ethnicity (Caucasian vs. First Nations) and their treatment seeking intention (seeking treatment vs. not seeking treatment). Participants then completed a series of questionnaires to assess stigma. Significant main effects of both ethnicity and treatment seeking were found on all three outcome measures of stigma. Specifically, participants assigned a vignette depicting a First Nations person responded with more stigmatizing attitudes and participants assigned a vignette of a person not seeking treatment responded with more stigmatizing attitudes. Implications for these findings are discussed.
social rejection and are often viewed as both dangerous and responsible or at fault for their disorder (Crisp et al. 2000; Schomerus et al. 2010) . Indigenous peoples in Canada 1 are at an increased risk for developing SUDs and are a marginalized group (Firestone et al. 2015) . Furthermore, individuals with a SUD who have not sought treatment may also be at increased risk of being stigmatized (McGinty et al. 2015) . The primary purpose of the current study was to examine the stigma surrounding SUDs and how that stigma changes based on the ethnicity (Caucasian vs. First Nations) and treatment seeking intention (seeking treatment vs. not seeking treatment) of the individual.
Stigma refers to the co-occurrence of labeling, stereotyping, separation, status loss and discrimination towards a group of individuals, coming from a position of power (Link and Phelan 2001) . Stigma can have a number of negative consequences for stigmatized group members, particularly those suffering from a SUD (Louden 2009; van Boekel et al. 2013) . For instance, it has been suggested that health care professionals may view patients with SUDs in a particularly negative light which can reduce the quality of medical care they receive (van Boekel et al. 2013) . Similarly, probation officers have been found to hold stigmatizing attitudes towards probationers with SUDs and these stigmatizing attitudes impact the officers' casemanagement decisions (Louden 2009 ). Overall, the literature demonstrates a pervasive and severe stigmatization of SUDs that can negatively impact the lives of those living with SUDs.
Treatment utilization is exceptionally low for individuals living with SUDs. For example, national surveys conducted in Canada (Urbanoski et al. 2017 ) and the USA (Grant et al. 2015) found that 15% of individuals with a SUD and 19.8% of individuals with alcohol use disorder (AUD), respectively, ever obtained any form of formal treatment. Stigma has been consistently identified in the literature as a significant barrier to seeking mental health treatment (e.g. Clement et al. 2015; Corrigan 2004; Kulesza et al. 2015; Vogel et al. 2007) . It is important to understand how stigma can act as a barrier to seeking treatment for a SUD. However, it is also important to understand how someone's treatment seeking behaviour can influence the extent to which they are stigmatized. McGinty et al. (2015) examined the stigma surrounding mental illness and whether portraying mental illness as treatable reduced the associated stigma. Vignettes illustrating an untreated and symptomatic mental illness or SUD elicited higher scores on stigma measures as compared to when the same illnesses were framed as treated. These results demonstrate that individuals with a treated and asymptomatic SUD are viewed less negatively than those who have not sought treatment and are living with a visible SUD.
Research has also shown that certain groups have an increased risk to develop SUDs. Specifically, Indigenous peoples in Canada bear a disproportionate burden of substance use and related harms compared to all other Canadians (Firestone et al. 2015) . As previously discussed, those with SUDs often do not receive professional treatment (Grant et al. 2015) . This is particularly true of Indigenous populations as an Indigenous person is much less likely to seek treatment for a mental disorder, including SUDs (Marsh et al. 2015) , and among those Indigenous peoples who do seek mental health treatment, they have higher rates of premature treatment dropout when compared to non-Indigenous individuals (Li et al. 2013 ). There are several important reasons why Indigenous peoples in Canada are at higher risk for developing SUDs and why they are less likely to seek treatment. A large body of research supports the presence of a relationship between trauma and the subsequent development of SUDs (e.g. Coffey et al. 2008; Dube et al. 2003; Jacobsen et al. 2001) . For example, Dube et al. (2003) found that risk for the early development of disordered substance use increased by two to four times with each adverse childhood experience imposed upon a child (e.g. family violence, physical abuse, sexual abuse, the death of a parent). It is well understood that Indigenous peoples in Canada have experienced and continue to experience a cycle of intergenerational 2 or historical trauma (Bombay et al. 2014) . This cycle of trauma is a result of the physical, biological and cultural genocides which took place throughout Canada's history in its dealings with Indigenous peoples (Truth and Reconciliation Commission of Canada 2015). These forms of trauma have played a large role in many of the social disparities between Indigenous and non-Indigenous Canadians, such as income inequality, unemployment, lower education level, food insecurity, inadequate housing/homelessness and lower average life expectancy (Egeland et al. 2010; Minich et al. 2011; Roshanafshar and Hawkins 2015; Wilson and Macdonald 2010) . Moreover, an individual's health is greatly impacted by certain social factors, referred to as the social determinants of health (Loppie-Reading and Wien 2009). Perhaps the most well-known social determinants of health-such as education, employment, income, health behaviours and food security-have been labelled "proximal" determinants of health (Loppie-Reading and Wien 2009). In the case of Indigenous peoples in Canada, historical and political actions such as the Indian residential school system, the Sixties Scoop, community and family relocations and cultural suppression directly form the proximal determinants of health, such as education level and food insecurity (Truth and Reconciliation Commission of Canada 2015). In essence, there is a clear link between colonialism, intergenerational trauma and the social disparities experienced by Indigenous peoples today. These social disparities then determine the quality of health of Indigenous peoples, including risk for substance use and a lower propensity to seek help.
It is crucial that the role of colonization in the introduction of alcohol to Indigenous communities be recognized. Specifically, alcohol was introduced to Indigenous peoples by colonizers and used as a trading medium (McPherson and Wakefield 2015) . Alcohol was an imported product that was ultimately used to benefit the Europeans-for instance, colonizers used alcohol as a tool to impair Indigenous peoples' judgement and reason during trade agreements (Beauvais 1998) . Alcohol use was not considered to pose problems for Indigenous communities prior to colonization and its resulting harms. Unfortunately, there is a lack of understanding among the general population regarding the lived experiences and history of Indigenous peoples, which in turn hinders public understanding of the challenges specifically faced by Indigenous peoples in Canada today (Loppie-Reading 2014).
The Current Study
Research has shown that SUDs are the most stigmatized group of mental disorders (Corrigan et al. 2009; Lang and Rosenberg 2017; Mannarini and Boffo 2015; McGinty et al. 2015; Schomerus et al. 2010; van Boekel et al. 2013) , and those who are untreated and symptomatic are stigmatized to an even greater extent (McGinty et al. 2015) . Indigenous people with SUDs are likely a severely stigmatized demographic due to the following: (1) the disproportionate burden of substance use and related harms on Indigenous populations, (2) the prevalent lack of knowledge and negative attitudes directed towards these individuals and (3) the severe stigma associated with substance use in general. Furthermore, Indigenous peoples in Canada with an untreated or symptomatic SUD may be stigmatized to an even greater extent than those with an asymptomatic or treated SUD. However, to our knowledge, neither study to date has examined the social stigma specific to Indigenous peoples in Canada with SUDs nor the stigma associated with not seeking treatment. The stigma attributable to Indigenous substance use and treatment seeking is important to document, given the higher risk of SUDs and lower rates of treatment seeking for Indigenous peoples in Canada. As such, this study sought to address these gaps in the literature. The Truth and Reconciliation Commission (TRC) Calls to Action highlight the need to eliminate the health disparities between Indigenous and non-Indigenous peoples in Canada, specifying addictions as an area of focus:
We call upon the federal government, in consultation with Aboriginal peoples, to establish measureable goals to identify and close the gaps in health outcomes between Aboriginal and non-Aboriginal communities … Such efforts would focus on indicators such as: infant mortality, maternal health, suicide, mental health, addictions, life expectancy, birth rates, infant and child health issues, chronic diseases, illness and injury incidence, and the availability of appropriate health services. (Truth and Reconciliation Commission of Canada 2015, p. 161) An understanding of the extent to which Indigenous peoples with untreated SUDs are stigmatized is necessary to close the gaps in health outcomes among these populations and, in turn, necessary in working towards reconciliation.
The goals of the current study were twofold: First, to examine public perceptions and attitudes towards Indigenous people living with SUDs, and second, to examine these views towards individuals living with SUDs who do not seek treatment. To do this, a factorial design was employed with ethnicity (Caucasian vs. First Nations) as one independent variable and treatment seeking (seeking treatment vs. not seeking treatment) as a second independent variable. Participants were randomly assigned to read one of four vignettes which described the following: (1) an Indigenous person with a SUD who does seek treatment, (2) an Indigenous person with a SUD who does not seek treatment, (3) a Caucasian person with a SUD who does seek treatment, or (4) a Caucasian person with a SUD who does not seek treatment. This design allowed us to compare the stigmatization of Indigenous peoples living with a SUD versus the stigmatization of Caucasian individuals living with the same disorder, as well as the stigmatization of individuals who do not seek treatment for a SUD compared to the stigmatization of those who do seek treatment. First, it was hypothesized that vignettes portraying an Indigenous person would be viewed more negatively than vignettes of a Caucasian person. Second, it was hypothesized that vignettes of people who do not seek treatment would be viewed more negatively than the vignettes of people seeking treatment for their SUD.
It is important to note that this research is based on methodical assumptions that are grounded in Western epistemology and was conducted by university-trained researchers. The first author identifies as an Inuk-settler female born in Canada and is a Clinical Psychology graduate student. The second author identifies as a Caucasian male born in Canada and is a Registered Clinical Psychologist who has worked with Indigenous families impacted by mental health, trauma, and substance use related challenges. Both authors believe that it is extremely important to acknowledge that they were born into a position of unearned privilege and that they will never be able to fully appreciate or understand the realities experienced by so many Indigenous peoples in Canada.
Method
Participants Participants (N = 711) ranged in age from 17 to 58 years (M = 24.56, SD = 6.544). Of those who reported biological sex, 480 self-identified as female (75%) and 160 selfidentified as male (25%). The majority of participants identified as Caucasian (80.7%; n = 574), followed by Indigenous (5.1%; n = 36), Asian (3.4%; n = 24), Hispanic/Latino (1.4%; n = 10), African Canadian/Black (1.1%; n = 8), East Indian (0.8%; n = 6) and Middle Eastern (0.4%; n = 3). The remaining participants identified as another ethnicity (2.4%; n = 17) or chose not to respond to this question (4.7%; n = 33). The majority of participants were university students (92.4%, n = 597), and participants had on average 16.70 years of education (SD = 8.975).
Procedure
Participants were recruited via social media sites including Facebook and Kijiji as well as recruitment emails that were sent to all students studying at a large University in Atlantic Canada. Recruitment emails and social media posts included a description of the study followed by a link to the study consent form and online survey administered through the survey platform Qualtrics (www.qualtrics.com). Consent to participate was implied when a participant clicked a "next" button underneath the statement "Click below to continue to survey" located at the end of the consent form. Participants were then presented with one of four randomly assigned vignettes describing a man named Jack, asked to read the vignette and respond to a series of questionnaires including questions regarding their attitudes and opinions about the character. Lastly, participants were presented with a debriefing document, which explained the purpose of the study. Ethics approval for this study was obtained from the Memorial University Research Ethics Board.
Vignettes
Participants were randomly assigned to read one of four vignettes all of which depicted a man named Jack who was living with an AUD (see Appendix). The four vignettes were identical with the exception of information which was modified in order to manipulate Jack's ethnicity and willingness to seek treatment. All four vignettes described Jack's symptoms and the way his alcohol use impaired his everyday life. Two vignettes indicated that Jack was a Caucasian man, and two indicated that Jack was First Nations. In one of each ethnicity conditions (i.e. one for "Caucasian Jack" and one for "First Nations Jack"), Jack refused to seek treatment following a charge of impaired driving and insisted that he did not have a problem. In the remaining two vignettes, Jack agreed to seek treatment following the impaired driving charge. Vignettes were created by the current researchers, using vignettes from previous studies as a guide (i.e. McGinty et al. 2015; Sorsdahl et al. 2012; Weine et al. 2015) . The current researchers also referenced the Diagnostic and Statistical Manual of Mental Disorders (DSM-5; American Psychological Association 2013) to create the vignettes in such a way that described Jack as having clinically significant symptoms of AUD.
Measures
Unpredictability-Incompetence Scale (Angermeyer and Matschinger 2004) The Unpredictability-Incompetence Scale (UI) is a self-report measure designed to assess the perceived unpredictability and incompetence of individuals with mental illness. The UI was modified for this study to measure stigmatizing attitudes towards those with SUDs specifically. The scale has six items that are rated on a five-point scale ranging from 1 (totally disagree) to 5 (totally agree). The scores are compiled into one total score measuring unpredictability and incompetence, with higher scores signifying higher perceived unpredictability and incompetence. The UI scale has exhibited satisfactory factor structure and internal consistency in past studies (Angermeyer and Matschinger 2004; Tippin 2016) . The UI had a Cronbach's alpha of .86 in the current sample.
Vignette-Social Distance Scale (Penn et al. 1994 ) The Vignette-Social Distance Scale (V-SDS) is a seven-item self-report measure designed to assess the desired amount of social distance between the respondent and an individual with mental illness. The items are rated on a four-point scale ranging from 0 (definitely willing) to 3 (definitely unwilling). The V-SDS is a modified version of the well-established social distance scale (SDS). The SDS is used as a proxy of stigmatizing behaviour towards individuals with mental illness. The V-SDS is administered following a vignette and directs the questions from the standard SDS towards the individual described in the vignette. All items on the V-SDS are combined into a total score with higher scores representing higher stigmatizing attitudes. The V-SDS has been found to have adequate internal consistency (Penn et al. 1994; Tippin 2016) . The V-SDS had a Cronbach's alpha of .86 in the current sample.
Vignette-Emotion Scale (Penn et al. 1994 ) The Vignette-Emotion Scale (V-EMS) is a selfreport measure consisting of 10 pairs of adjectives (e.g. empathetic vs. angry) anchored at the two ends of a seven-point scale, with the fourth point labelled as "neutral". Participants are asked to rate their emotional response to the individual with mental illness portrayed in the vignette based on this scale. Scores from all 10 items are combined into a total score, with higher scores representing stigmatizing attitudes towards individuals with mental illness. The V-EMS has shown adequate internal consistency (Penn et al. 1994; Tippin 2016) . The V-EMS had a Cronbach's alpha of .92 in the current sample.
Balanced Inventory of Desirable Responding (Paulhus 1984) The Balanced Inventory of Desirable Responding (BIDR) was used to assess respondents' attempts to appear socially desirable and readiness to respond with positive bias. The measure consists of 40 items, all rated on a seven-point scale ranging from 1 (not true) to 7 (very true). The 40 items are broken into two 20-item subscales, the first being self-deceptive enhancement and the second being impression management. Self-deceptive enhancement refers to when an individual responds honestly but in a positively biased way, while impression management refers to the act of intentionally choosing socially desirable responses.
Demographic Information Demographic information was collected at the end of the survey to prevent priming of participants with the concept of race/ethnicity. The demographic questionnaire asked participants their age, sex, relationship status, ethnicity, education level and employment status.
Statistical Analysis
The survey data was first analysed using descriptive statistics in order to characterize the sample in terms of demographic variables and scores on standardized measures. To ensure there were no pre-existing differences between groups, the four groups were compared based on a series of demographic variables as well as social desirability as measured by the BIDR. Primary analyses included a series of ANOVAs to examine independent variable effects (i.e. the vignette character's ethnicity and the vignette character's choice to seek treatment or not). Specifically, three 2 × 2 factorial ANOVAs were included on outcome measures assessing stigma (i.e. the UI, the V-SDS and the V-EMS). All statistical analyses described were completed using IMB SPSS Statistics Software.
Results

Analyses of Frequency of Missing Data
Analyses of frequency of missing data revealed that 58 participants completed at least one question but were missing more than 90% of data. Due to the online nature of the survey, it was hypothesized that these individuals likely clicked on the survey link and decided to forfeit participation shortly after beginning the survey. These participants were removed from further analyses. For the 711 remaining participants included in data analysis, there was minimal missing data. As a result, in cases where a participant failed to respond to one item on a specific scale or subscale, the missing item was replaced with the participant's series mean (Downey and King 1998) . However, on scales or subscales that a participant failed to respond to more than one item, the participant's scale or subscale score was not calculated.
Preliminary Analyses
To examine group differences on demographics and prosocial responding, a series of chisquares and ANOVAs were conducted. Demographic variables examined were age, gender, ethnicity, relationship status and education level. There were no significant differences between groups on any demographic variables measured. In terms of socially desirable responding, there were no significant differences in BIDR scores between the four groups (F(3, 630) = 1.841, p = .138), meaning that no group was more or less likely to respond in a socially desirable way compared to the others.
Primary Analyses
Three 2 × 2 factorial ANOVAs were conducted to assess the effect of ethnicity and treatment seeking intention on outcome measures of stigma. Independent variables included ethnicity (Caucasian vs. First Nations) and treatment seeking intention (seeking treatment vs. not seeking treatment). The dependent variables were three measures of stigma that included the UI, V-SDS and V-EMS. Levene's Test of Equality of Variances was not significant on any of the three outcome measures of stigma, indicating that the error variance of the dependent variables was equal across the four groups. Results of the factorial ANOVAs indicated a significant main effect of ethnicity on all three outcome measures of stigma. Specifically, participants presented with the First Nations vignettes (M = 17.865, SD = 4.858) responded with significantly higher scores on the UI, (F(1, 707) = 16.617, p < .001, partial η 2 = .023), compared to participants who were presented with Caucasian vignettes (M = 16.479, SD = 4.942). Those presented with First Nations vignettes (M = 14.981, SD = 3.798) also scored significantly higher on the V-SDS (F(1, 705) = 14.081, p < .001, partial η 2 = .020) compared to those who were presented with the Caucasian vignettes (M = 13.960, SD = 4.056). Finally, participants who read First Nations vignettes (M = 40.011, SD = 9.489) scored significantly higher on the V-EMS (F(1, 697) = 16.283, p < .001, partial η 2 = .023) compared to participants who read a Caucasian vignette (M = 37.154, SD = 10.138).
Results of the factorial ANOVAs also indicated a significant main effect of treatment seeking intention on all three outcome measures of stigma. Specifically, participants who were presented with a vignette where Jack did not seek treatment (M = 18.015, SD = 5.072) scored significantly higher on the UI (F(1, 707) = 21.750, p < .001, partial η 2 = .030) when compared to participants who received a vignette where Jack did seek treatment (M = 16.406, SD = 4.697). Participants who received a vignette where Jack did not seek treatment (M = 15.076, SD = 3.852) scored significantly higher on the V-SDS (F(1, 705) = 16.955, p < .001, partial η 2 = .023) compared to those who received a vignette where Jack did seek treatment (M = 13.926, SD = 3.977). Finally, participants who received a vignette where Jack did not seek treatment (M = 39.741, SD = 10.161) scored significantly higher on the V-EMS (F(1, 697) = 9.956, p = .002, partial η 2 = .014) compared to those who received a vignette where Jack did seek treatment (M = 37.535, SD = 9.559). Results from the ANOVA indicated no significant interaction between the main effects of ethnicity and treatment seeking on any of the three outcome measures of stigma.
Discussion
The purpose of the current study was to examine whether public perceptions of individuals living with substance use issues, in particular, stigmas associated with SUDs, depended on Indigenous identity and treatment seeking intention. Participants answered questions based on one of four randomly assigned vignettes describing a man named Jack with an AUD who was portrayed as either First Nations or Caucasian and either willing to seek treatment or not willing to seek treatment. Results indicated that Jack was stigmatized to a greater extent when he was portrayed as First Nations as compared to when he was portrayed as Caucasian. Results also demonstrated that Jack was stigmatized to a greater extent when he was described as not willing to seek treatment for his alcohol use compared to when he was described as willing to seek treatment. To the current authors' knowledge, this is the first study to have utilized randomly assigned vignettes to evaluate the stigma of substance use and how it specifically pertains to Indigenous peoples and individuals who do not seek treatment.
Stigma Toward Indigenous People with Substance Use Issues
In support of the first hypothesis, participants who understood Jack to be Indigenous desired more social distance from him, felt stronger negative emotions towards him and viewed him as less competent and less predictable than participants who understood Jack to be Caucasian. Although these findings are disturbing, they are not surprising. There is a long-standing history of racism towards Indigenous peoples in Canada (Loppie-Reading 2014; Truth and Reconciliation Commission of Canada 2015), and research has also shown that individuals living with substance use issues are among the most highly stigmatized groups of people (Corrigan et al. 2009; Schomerus et al. 2010) .
Unfortunately, Canadians appear to be generally uninformed on Canada's colonial history and its influence on Indigenous populations (Loppie-Reading 2014). This gap in historical knowledge is damaging not only for Indigenous peoples but also for all Canadians in general. This lack of knowledge influences public policy, instills racist attitudes and instigates animosity between Indigenous and non-Indigenous individuals (Truth and Reconciliation Commission of Canada 2015). Harding (2006) suggested that a lack of understanding of how Canada's colonial history directly relates to the health and social disparities Indigenous peoples experience today leads people to place responsibility for these disparities on Indigenous peoples themselves. This tendency to view Indigenous peoples as solely responsible for the difficulties they currently face, coupled with the tendency to view individuals living with SUDs as responsible and at fault for having this mental health disorder, has resulted in negative stereotypes and beliefs centred around Indigenous peoples and substance use (e.g. the "drunk Indian" stereotype; Merskin 2001) . Negative stereotypes of Indigenous substance use and the lack of historical knowledge may partially account for the findings of the current study. If people adhere to the drunk Indian stereotype and have no understanding of Canada's past relations with Indigenous peoples, they may be more likely to view an Indigenous person living with a SUD more negatively.
Stigma Toward Those Who Do Not Seek Treatment for Substance Use Issues
In support of the second hypothesis, participants who were informed that Jack did not seek treatment desired more social distance from him, felt stronger negative emotions towards him and viewed him as less competent and less predictable than participants who were informed that Jack did seek treatment. There are a number of reasons why a portrayal of someone not seeking treatment would be viewed more negatively than a portrayal of someone seeking treatment. It is possible that individuals who have not sought treatment for their SUD are viewed more negatively than those who have because of a tendency for people to view individuals as solely responsible and at fault for their SUD (Schomerus et al. 2010) . Essentially, if SUDs are viewed as a choice rather than a mental illness, it is harder to understand why someone would not choose to seek or accept treatment. As previously discussed, there are a number of barriers to seeking treatment for those living with SUDs (Possemato et al. 2016) , and individuals who have internalized the stigma surrounding their substance use may be particularly unlikely to seek help (von Hippel et al. 2018 ). Furthermore, it is also possible that the stigma associated with not seeking treatment is related to the stigma associated with symptomatic and untreated mental illness, as supported by findings that individuals with untreated and symptomatic mental illnesses are viewed more negatively than those with treated, asymptomatic mental illnesses (McGinty et al. 2015) .
Implications
Based on the results of the current study, there is a need for anti-stigma interventions to target the stigma surrounding Indigenous peoples with SUDs, as well as individuals who have not sought treatment. While small steps have been made to implement Indigenous literacy and cultural competency into the education system in Canada, the current education system does not include a great deal of information regarding Indigenous peoples. Moreover, the information that is included in curricula is often inaccurate and does not acknowledge systemic racism towards Indigenous peoples in Canada (Loppie-Reading 2014) . Education is an integral part of the TRC Calls to Action. The TRC calls upon the federal, provincial and municipal governments to implement Indigenous education throughout the kindergarten to grade 12 curriculum (Truth and Reconciliation Commission of Canada 2015) . The TRC also includes calls to action for mandatory educational programming for medical students, nursing students, law students, lawyers, public servants and management and staff in the corporate sector. Psychology's response to the TRC Calls to Action included key training elements for both undergraduate and graduate students-in a joint response to the TRC report, the Canadian Psychological Association (CPA) and the Psychology Foundation of Canada (PFC) recommended inclusion of Indigenous cultural literacy within undergraduate and graduate psychology training programs (Canadian Psychological Association 2018). Loppie-Reading (2014) suggests that instilling anti-racist values will require the implementation of educational programming that critically examines Canada's colonial history and the effects that it has had and continues to have on Canada's Indigenous populations.
Ideally, an intervention to target the stigma surrounding substance use and treatment seeking intention would provide the audience with information on the etiology of SUDs with a concurrent discussion on the relationship between trauma and substance use. An intervention of this nature would explain the complexities of SUDs and in turn help begin to diminish the victim-blaming that often occurs when discussing individuals living with SUDs. Furthermore, interventions that focus on the barriers to help-seeking and why individuals living with SUDs have lower rates of treatment utilization would hopefully provide context and perspective for the audience, leading to reduced stigma.
Limitations and Future Directions
The current study has some limitations worth noting. First, the nature of the study resulted in the exclusive use of self-report measures. As responses to self-report measures can be influenced by social desirability bias, we included a measure of social desirability to account for any differences between groups in terms of desirable responding. There were no differences in BIDR scores between the four groups. In addition, the tendency to respond in a socially desirable way may be reduced through the use of online surveys, which provide high participant anonymity and confidentiality (Joinson 1999) . The current sample consisted of mainly university students, which means our results may not be as applicable to the general population. This makes the results of the current study quite interesting, as a sample of generally well-educated participants exhibited racial prejudice towards Indigenous peoples, in addition to stigmatization of individuals who have not sought treatment for a SUD. Future research could study populations of varying education levels to examine the potential influence of education and related factors on Indigenous substance use stigma. Additionally, the majority of our sample identified as Caucasian (80.7%), which may have led to biased responding. Future research may examine how individuals of other ethnicities perceive Indigenous peoples living with SUDs. Further studies may measure internalized stigma among Indigenous peoples and its role in how other Indigenous peoples living with substance use issues are perceived.
Conclusions
The current study examined the stigma associated with substance use and how that stigma is amplified for Indigenous groups and individuals who have not sought treatment. This evidence suggests that Indigenous peoples who use substances are viewed more negatively solely based on their Indigenous identity. Similarly, people in general who have not sought treatment for their substance use issues are viewed more negatively for doing so, despite the many barriers that make seeking treatment for substance use exceptionally difficult. These results provide insight into the way the public views some of its most vulnerable populations. Stigma acts as a barrier to treatment seeking and imposes enormous difficulties throughout the individual's dayto-day life. If these populations are exceptionally stigmatized, it will only be more difficult for them to reach out and receive the help they need.
Moving forward, steps must be taken to address the stigma surrounding substance use, in particular, the stigma surrounding Indigenous substance use and struggles surrounding treatment seeking intention. To reiterate recommendations found in the TRC Calls to Action, educational content surrounding Canada's colonial history and its ongoing impact on Indigenous peoples must be included throughout the education system. By implementing this type of curricula, non-Indigenous peoples in Canada may gain a deeper understanding and appreciation for how and why Indigenous peoples in Canada experience certain health and social disparities. Through providing Canadians with an informed and empathic perspective, the stigma associated with Indigenous substance use and treatment seeking behaviour may be reduced. Reducing the stigma and negative attitudes targeted towards Indigenous substance use and treatment seeking behaviour would ideally assist in treatment seeking, adherence and efficacy.
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Appendix
Vignettes A description of a [First Nations OR Caucasian] man, named Jack, follows. Recently, Jack had started to drink much more than his usual amount of alcohol. In fact, he had noticed that he needs to drink twice as much as he used to in order to get the same effect. If Jack went too long without having a drink, he became very agitated, sweaty, and could not fall asleep, so he had another drink. Although his friends and family insisted that he drank too much, Jack argued that he remained in control. His family has complained that he is often hungover and has become unreliable. A few months ago, he was involved in a serious car accident, where he wrote off two cars. The police who arrived at the scene of the accident took his blood for alcohol analysis. As his alcohol level was much higher than the legal limit, he was charged with drunk driving. At that point, Jack's family encouraged him to see a doctor. [Jack recognized that he needed help. With the help of his doctor, he sought out a detox program to address his problem. OR Jack refused, and insisted that he did not have a problem with alcohol.]
